Aims and objectives: The objective of this analysis was to clarify the concepts of apathy and passivity in the context of dementia by identifying distinguishing and overlapping attributes for both concepts simultaneously.
| INTRODUCTION
Neuropsychiatric symptoms (NPS) are a core feature of neurodegenerative dementias experienced by virtually all individuals with dementia at some point during the disease trajectory (Gitlin, Kales, & Lyketsos, 2012) . These symptoms are often classified as being behavioural, emotional and psychological in nature and are associated with a range of serious negative outcomes including reduced functioning, reduced quality of life and decreased time to institutionalisation (Lyketsos, 2015; Tun, Murman, Long, Colenda, & von Eye, 2007; Wancata, Windhaber, Krautgartner, & Alexandrowicz, 2003; Yaffe et al., 2002) . Apathy, in particular, is a common and persistent NPS in dementia and other neurodegenerative diseases and is primarily described as a loss of motivation. Apathy in dementia is associated with a range of adverse outcomes including cognitive decline, increased risk for nursing home placement and significant distress for family caregivers (Massimo et al., 2009 ). Apathy also has a strong association with mortality and a negative impact on management of comorbid conditions and disability (van der Linde, Matthews, Dening, & Brayne, 2017) . Passivity or "passive behavior" is a similar concept that has been studied in the field of dementia and refers to a "reduction of energy, drive and initiative."
Because passivity often leads to increased social isolation and inactivity, passive behaviours are widely understood to increase risk for accelerated cognitive and functional decline (Harwood, Barker, Ownby, & Duara, 2000) .
Various definitions of apathy have been proposed, and the concept of apathy has evolved over time. The concept was first introduced by Marin et al. (1991) as a "motivational impairment." This definition's focus on amotivation has been criticised due to the difficultly in quantifying "lack of motivation" and the omission of other sources of apathetic behaviour. In 2006, Levy and Dubois proposed to define apathy as "the quantitative reduction" of voluntary and purposeful behaviour and proposed three underlying mechanisms responsible for apathetic behaviour including impaired initiation, impaired planning, and compromised emotional-affective processing.
More recent attempts to define apathy include diagnostic criteria focused on the evaluation of the behavioural, cognitive and affective domains of apathy (Robert et al., 2009) . Despite these proposed diagnostic criteria (2009), a recent review identified ongoing inconsistent use of the definition and measurement of the apathy (Lanctôt et al., 2017) .
Passivity has been defined similarly to and used interchangeably with apathy, and in some instances, apathy has been described as a component of passivity (Kolanowski, 1995) . In situations in which apathy has been designated as an element of passivity, passive behaviours have been described as representing a more extensive deterioration in interactions with others and surroundings (Colling, 2004) .
However, descriptions of passivity and apathy in reference to one another have been inconsistent, limiting conceptual and theoretical clarity regarding the differences and similarities between the two concepts. Nurses are often in an optimal position to identify behavioural symptoms in dementia and changes indicative of apathy or passivity. However, lack of distinction between these two concepts hampers nurses' and informal caregivers' ability to identify and evaluate appropriate interventions.
| AIMS
Precise classification of NPS is critical to the development and translation of clinical research evidence to guide nurses in identifying target symptoms, selecting sensitive interventions and monitoring intervention effectiveness for reduction of target symptoms (Kovach, Kolanowski, & Gilmore-Bykovskyi, 2017) . For example, if the symptoms have distinct antecedents or determinants, strategies used to foster symptom prevention or predict risk for symptom exacerbation would differ. In the clinical setting, nurses and other clinicians must identify symptoms and their relevant contributing factors. Communication across care teams must remain distinct in the description and discussion of related symptoms, as apathy and passivity may not be interchangeable. Lastly, existing evidence regarding best available treatments may have inadequate translatability to clinical practice if the measures used to identify symptoms and treatment responses are conceptually flawed or lack precision. Furthermore, clear delineation of clinical concepts, consistent measurement and clear communication among scientists and clinicians regarding these symptoms is limited. Apathy and passivity are important clinical concepts in the care of people with dementia and represent commonly observed symptoms meriting nursing intervention. To clarify the intended targets of existing interventions and refine the development of future interventions, a stronger understanding of the conceptual and operational delineations between these two concepts is needed in order to strengthen the degree of symptom classification in future research, and consequentially translation to practice. This paper aims to address this gap by presenting results from a simultaneous concept analysis of apathy and passivity in dementia. The objective of this analysis of published literature was to clarify the concepts of apathy and passivity in the context of dementia by identifying distinguishing and overlapping attributes for both concepts simultaneously.
What does this paper contribute to the wider global clinical community?
• Apathy and passivity are two important symptoms experienced by patients with dementia; however, key distinguishing features between the two have not yet been established and hinder precise classification and measurement.
• Clear delineation of the symptoms of apathy and passivity in dementia can improve symptom identification, measurement, and provide for tailored nursing interventions.
3 | ME TH ODS
| Data sources
A literature search focused on apathy and passivity in the context of dementia was conducted using the PubMed, CINAHL Plus and PsycINFO databases. To identify relevant literature on apathy in dementia, the search terms "(dementia [MeSH] OR dementia OR Alzheimer*) AND (apathy [MeSH] OR apath*)" were used in PubMed.
In the CINAHL Plus and PsycINFO databases, the search terms used were "apath* AND (dementia OR Alzheimer*)." A search for relevant literature on passivity in dementia was conducted using the same three databases. In PubMed, the search terms used were "(dementia [MeSH] OR dementia OR Alzheimer*) AND passiv*)." In the CINAHL Plus and PsycINFO databases, the search terms used were "passiv* AND (dementia OR Alzheimer*)." All searches were limited to English language and publication dates from 1980 to 2015.
Publications were screened using the following inclusion criteria in accordance with PRISMA guidelines: (a) published in peerreviewed journals, (b) specific to the context of dementia and (c) provided conceptual and/or operational definitions of apathy or passivity. Published articles were excluded if they (a) included apathy or passivity as a variable but failed to provide any definition or (b) were not related to dementia. Search results were screened separately by two reviewers, and disagreements were resolved by a third reviewer.
| Concept analysis procedures
Authors applied a modified combination of Haase, Leidy, Coward, Penn, and Britt's (1993) simultaneous concept analysis method and Morse (1995) principle-based concept analysis using qualitative content and thematic analysis procedures to identify overlapping and distinguishing constructs. Haase and colleagues describe eight sequential steps for simultaneous concept analysis that emphasise an iterative process of examining interrelationships across concepts using a consensus group. Morse emphasises the importance of aligning technical procedures in a concept analysis with the complexity and maturity of the concept, and the specific purpose of the analysis. While Haase and colleagues focus on identification of definitions, critical attributes, antecedents and outcomes, Morse suggests expanded structural features of attributes be integrated. Further, Morse suggests that data pertaining to each concept be kept separate until all relevant attributes are developed in the comparison stage of the analysis. In addition to the strategies outlined by Haase et al. (1993) , authors incorporated qualitative and quantitative techniques to strengthen critical analysis at comparative stages of concept delineation in accordance with principle-based concept analysis procedures (Morse, 1995; Morse, Hupcey, Mitcham, & Lenz, 1996) .
The goals of this project were to both characterise and attempt to delineate apathy and passivity, as there is ample published literature to draw from. A consensus group was formed (step 1) to carry out the eight-step simultaneous concept analysis procedures detailed by Haase et al. (1993) . After selecting concepts to be analysed (step 2), authors further refined these concepts (step 3) to incorporate the terminology "passive behaviors" into the passivity concept.
A standardised coding manual for characterising descriptions of apathy and passivity was developed (step 4) using the following categories: conceptual definitions, operational definitions, concurrent conditions, functional/behavioural correlates, neurobiological attributes, neurobiological correlates, antecedents and consequences (Table 1) . After initial piloting these categories to develop concept matrices (step 5), modifications to classification procedures and the developed coding manual were made to reflect re-examination of data and consensus group dialogue on the distinctions across each attribute (steps 6-7). These efforts resulted in the eventual development of a process model (step 8).
| Categorisation of critical attributes
During the execution of step 4, clarification of individual concepts, authors incorporated guidance from principal-based concept analysis (Penrod & Hupcey, 2005) and established an expanded classification of relevant critical attributes to strengthen the characterisation of each concept in a way that could be thematically analysed and tabulated. To facilitate this categorisation, all distinct descriptions of the concepts of apathy and passivity available in the included articles were extracted verbatim, and these descriptions were then classified across relevant critical attribute categories using the developed manual. Accurate and consistent categorisation of attributes was guided by a standardised coding manual, wherein positive and negative case examples were presented to guide decision-making (Table 1) . For example, conceptual definitions were differentiated from operational definitions with key phrases such as "defined as" and "described as"
versus "characterized by" and "clinically manifested by." Antecedents, concurrent conditions and consequences were distinguished from each other by determining the temporal relationship between attribute and symptom as presented in each article; however, the study team did not critically appraise the validity of the temporal relationships described in the published literature and therefore limited the incorporation of temporal attributes in concept delineation.
Neurobiological descriptors were separated into two distinct categories depending on whether the study was presenting primary findings or citing secondary sources. Throughout the process of categorising the critical attributes of apathy and passivity, every individual textual description was permitted to contribute critical attributes in more than one category but never to the same category twice. All extracted text was categorised by two independent study team members, who performed memoing while coding to facilitate comparison and establishment of consensus related to the critical attributes.
| Thematic analysis of critical attributes
The eighth step in the simultaneous concept analysis procedure is the development of a process model, which focused on conceptual and operational attributes. Rather than being derived from the consensus group alone, authors applied systematic qualitative and quantitative procedures to the resultant critical attributes. Specifically, after achieving consensus in categorising critical attributes, each was thematically analysed to identify discrete constructs (smaller units of definition) (Braun & Clarke, 2006) . To facilitate accurate determination of construct prevalence, each attribute was permitted to contribute to more than one discrete construct, but never to the same construct twice. Thematically derived constructs from each critical attribute across all extracted descriptions of apathy and passivity were then tabulated quantitatively, consistent with quantitative content analysis procedures (Ryan & Bernard, 2000) . Combined, these data resulted in both rich qualitative information about thematic features of critical attributes and objective information about the frequency of key attributes within and across each concept of interest. This thematic characterisation of the text and tabulation of the discrete constructs facilitated the identification of overlapping and distinguishing features of apathy and passivity which allowed for a comparative process model (Haase et al., 1993) .
| RESULTS
The literature search for apathy yielded 1,374 records, with 156 articles identified as appropriate for inclusion in the simultaneous concept analysis (Figure 1 ). The passivity concept searches yielded fewer records, totalling 125 results across all databases. Twenty articles focused on the passivity concept were included in the simultaneous concept analysis (Figure 2 ).
T A B L E 1 Critical attribute categories for categorising definitions of apathy and passivity

Critical attribute category Critical attribute definition & coding guidance Examples
Conceptual definition
Description of concept containing defining characteristics or attributes to aid in determining which phenomena match the concept and which do not. Conceptual definitions contain more abstract descriptions of phenomena as opposed to objective descriptions or operationalisation of these constructs. Conceptual definitions are further denoted when using the words "defined as," "characterized as" or "described as."
"Apathy has been defined as a lack of motivation leading to a reduction of self-generated voluntary and purposeful behaviors" "Passivity is defined as a personality pattern that is exemplified by a diminished ability to be open, conscious, and engaged"
Observable clinical features
Descriptions of presence or absence of characteristics that aid in making differential diagnoses, or help name the occurrence of a specific phenomenon as differentiated from another similar or related one, as it occurs in a clinical setting. Observable clinical features are objective/observable indications or features of the conceptual definition. They are denoted when using the words "manifested by," "characterized by," "clinically manifested by," "presents as," "demonstrated by," "items" and "behaviors."
"Patients with apathy display lack of interest, anergia, psycho-motor slowing, and fatigue"
"Passive behavior … characterizes the 'silent majority' of persons who manifest a reduction of energy, drive, and initiative"
Neurobiological attribute
Characteristics that aid in making differential diagnoses, or help name the occurrence of a specific phenomenon as differentiated from another similar or related one, as it pertains to the nervous system of a patient. Only code neurobiological attributes that are descriptions of primary study findings.
"Apathy associated with pathology and reduction in function of the anterior cingulate cortex" Antecedent Events or incidents that must occur/be present or not occur/be present prior to the occurrence of a concept, such that description denotes a specific time frame.
"Apathy has been found to arise when there is preexisting dysfunction in any GDB component in the brain"
Concurrent condition
Descriptions of other clinical syndromes or diagnoses that are commonly present when the phenomena/concept of interest is present. These conditions may have significant influence on or determine the manifestation of the phenomena. Correlate Descriptions of other factors (e.g., demographics, patient characteristics including neurobiological correlates-e.g., hypoperfusion in certain brain regions, clinical outcomes) that have been shown to have a relationship, association or correlation with the concept that but is not described as a causal relationship. General descriptions of neurobiological features that are associated with apathy may also be included.
"Apathy is associated with early institutionalization, increased morbidity, and mortality"
"increased evidence of passivity in prodromal AD is related to the increasing cognitive decline that occurs during this period" Consequence Events or incidents that occur because of the occurrence of the concept of interest. Description denotes a temporal or causal relationship.
"Apathy has been shown to contribute uniquely to the loss of independence observed in AD"
"Apathy has been shown to lead to functional decline" GILMORE-BYKOVSKYI ET AL.
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| Conceptual and operational attributes of apathy and passivity
In the selected articles, apathy was most commonly defined as a lack of motivation or a motivational disorder (n = 133), decreased interest or concern (n = 70), or a lack of self-initiated behaviour aimed at a goal (n = 53) ( Table 2 ). The definitions were often associated with an inability to complete or persist in common daily activities of living.
The symptom was described with the following operational or observable clinical features: lack of emotion, cognition or behaviour; emotional blunting; lack of interest; and reduced effort without negative self-appraisal, dysphoria, depression or loss of consciousness and cognition.
In contrast, passivity was defined as decreased psychomotor activity (n = 12), a syndrome that is "accompanied by apathy"
(n = 7), a diminution of behaviour (n = 6) or emotion (n = 5), or a lack of interaction with the environment (n = 5) or with people (n = 4). In the selected articles, passivity was operationalised as a diminution of emotions, lack of response to emotion or emotional blunting (n = 16); decreases in motor movements, psychomotor movement, or purposeful movement (n = 14); and a diminution of interaction with the environment (n = 11) and persons (n = 9).
F I G U R E 1 Preferred reporting items for systematic and meta-analyses (PRISMA) flow chart of study selection for apathy F I G U R E 2 Preferred reporting items for systematic and meta-analyses (PRISMA) flow chart of study selection for passivity Passivity was described as encompassing a diminution of cognition or a lessening of mental processes (n = 7).
| Thematically derived constructs across conceptual attributes
Across the 156 papers examined in relation to the apathy concept, 9 distinct and repeating conceptual constructs, or simple units of definition within the larger attributes, were found. Across the 20 papers examined in relation to the passivity concept, 10 distinct and repeating conceptual constructs were found (see Table 3 ). For apathy, "Decreased motivation" was represented in 85.3% (n = 133) of all definitions. In contrast, the construct of "Decreased psychomotor activity" was predominant in 60%
(n = 12) of all conceptual definitions for passivity, with remaining constructs ranging from 15%-35% prevalence.
Apathy and passivity overlapped in units of definition as a "Decrease in behavior" (26.9% [n = 42] and 30% [n = 6],
T A B L E 2 Common and summarised conceptual and operational definition attributes of apathy and passivity
Conceptual and operational definition attributes a Summarised definition across attributes Example of definition
Apathy (N = 156) Defined as:
• A lack of motivation or a motivational disorder (n = 133) • Decreased interest or concern (n = 70) • A lack of self-initiated behaviour aimed at a goal (n = 53) • Loss of interest and motivation in daily activities (n = 43) • Absence or lack of feeling, emotion (n = 33) • A lack of concern/indifference (n = 25)
Can be observed/operationalised as:
• A lack of goal-directed behaviour, cognition or emotion (n = 50) • Emotional blunting (n = 49) • A lack of interest (n = 43) • A lack of/reduced initiative (n = 39) • Reduced effort or perseverance without negative self-appraisal (n = 37)
Apathy is defined as a lack of motivation, self-initiated and goal-directed behaviour, and interest in daily activities.
"Apathy has been defined as a lack of motivation leading to a reduction of self-generated voluntary and purposeful behaviors" (Grossi et al., 2013) .
"This syndrome can be characterized as a disorder of motivation, clinically manifested by lack of initiative related to diminished goal-directed behavior, by reduction of interest associated with goal-directed cognition, and by emotional blunting which means lack or reduction of emotional responses" (Stella et al., 2014) .
Its observable attributes include a decrease in behaviour, cognition, emotion, interest and effort.
Its definitions repeatedly distinguish it from a loss of consciousness, depression, and/ or negative self-appraisal.
Passivity (N = 20)
Defined as:
• A decrease in gross motor movement or psychomotor activity (n = 12) • Accompanied by apathy (n = 7) Passivity is marked by a decrease in gross motor movement, and is often accompanied by apathy.
"Passive behaviors are those associated with decreased motor movements, decreasing interactions with the environment, and feelings of apathy and listlessness" (Colling et al., 2000) . Its observable attributes include a diminution of behaviour, emotion, interaction with the environment and people, and cognition.
"Overall, patients with passive disturbed behaviour were often difficult to reach, had lost interest in their environment, and showed few emotions" (de Vugt et al., 2003) . The six most frequently mentioned attributes for conceptual and operational definitions of apathy and passivity were included in this table.
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| Thematically derived constructs across operational attributes
Across the 156 papers examined in relation to the apathy, 15 distinct and repeating operational constructs were identified. Across the 20 papers examined in relation to the passivity concept, 15 constructs were identified, 9 of which overlapped with constructs for apathy (Table 3) . Across all definitions, apathy was operationalised most commonly with the construct "Decreased motivation" (47.4%, n = 74) followed closely by a variety of discrete constructs: "Lack of goaldirected behavior, cognitive, emotion" (32.1%, n = 50), "Emotional blunting" (31.4%, n = 49), "Lack of interest" (27.6%, n = 43), "Lack of initiative" (25.0%, n = 39), "Decreased interaction with persons" (17.9%, n = 28) and "Diminution of thinking, auto-activation" (16.7%, n = 26). In contrast, passivity was operationalised by "Emotional blunting" (80.0%, n = 16) and "Psychomotor changes/decreases" (70.0%, n = 14). The next most common operational constructs for passivity included "Lack of interaction with the environment" (55.0%, n = 11) and "Decreased interaction with persons" (45.0%, n = 9).
The operationalisation of apathy and passivity overlapped in (15.0%, n = 3), "Insecure" (15.0%, n = 3), "Inappropriate hilarity"
(15.0%, n = 3) and "Fearful" (10.0%, n = 2). In 30% of definitions, passivity included the presence of apathy in its operationalisation.
| Antecedents, concurrent conditions, and consequences
The literature examined in relation to the apathy concept often described damage to regions of the brain involved in planning or damage to the prefrontal cortex as precursors to the onset of apathy (Table 4) . Dysfunction in the frontal subcortical brain circuits (n = 3), dysfunction in medial frontal and anterior cingulate regions (n = 2) and dysfunction of the basal ganglia (n = 2) were cited as antecedents to apathy. In contrast, no antecedents were mentioned in the literature focused on the passivity concept. Alzheimer's disease was described as the most commonly co-occurring condition with both apathy (n = 28) and passivity (n = 2) in the literature examined. In addition, though less commonly, the apathy literature referenced lesions in the frontal lobe (n = 6) as a concurrent condition. The literature focused on apathy mentioned several consequences of apathy including impairment in activities of daily living or functioning (n = 6), caregiver distress (n = 2), T A B L E 3 Number and prevalence of thematically derived conceptual and operational constructs for apathy and passivity For apathy, the following colours were used to visualise ranges: light grey 1%-9%, medium grey 10%-19%, medium-dark grey 20%-35% and dark grey 35+%. For passivity, the colour/ranges were as follows: light grey 1%-14%, medium grey 15%-24%, medium-dark grey 25%-39% and dark grey 40+%.
poor outcomes (n = 1), loss of independence (n = 1) and Alzheimer's disease (n = 1). In contrast, the literature focused on the passivity concept listed only caregiver burden as a consequence (n = 2).
| Functional and behavioural correlates
The selected literature focused on the apathy often related the symptom to changes in function and behaviour. Most commonly, the papers described associations with the following outcomes: poor executive function (n = 9), worse or faster decline in cognitive impairment (n = 6), elevated burden and stress for caregivers (n = 6), decline in activities of daily living (n = 6), a lack of insight (n = 6), increased morbidity and mortality or decreased response to treatment (n = 3), aberrant motor behaviour (n = 3), disinhibition (n = 3), or disrupted emotional processing (n = 3). Increased resource use, decreased quality of life, poor initiation and early institutionalisation were correlates each described a single time in the apathy literature.
The passivity literature contained discussion of the following functional and behavioural correlates: functional decline (n = 2), hallucinations (n = 1) and aggression (n = 1).
| DISCUSSION
While there is a well-developed and conceptually rich body of literature describing the symptoms of apathy and passivity in the context of dementia, there is a notable disparity among available publications focused on each concept. Twenty publications were included for the analysis of passivity, and 156 articles were included for the analysis of apathy. While multiple international workgroups are dedicated to clarifying the meaning and measurement of apathy (Lanctôt et al., 2017) , less research has focused on passivity, particularly in recent years.
In accordance with the available published literature, this concept analysis suggests that apathy is a more mature concept than passivity, with strong and consistent reference to a few key theoretical and seminal papers, most notably including work by Marin (1991) , Landes, Sperry, Strauss, and Geldmacher (2001) , Levy and Dubois (2006) , Starkstein and Leentjens (2008) , and Robert et al. (2009) .
Authors suggest that apathy is uniquely distinguished from passivity by the constructs of decreased motivation, decreased interest or concern, and decreased initiative. While apathy was more robustly defined than passivity in the examined literature, there was widespread inconsistency in the conceptualisation of apathy across papers reviewed, despite the availability of expert consensus statements and diagnostic criteria. However, the relatively large number of published articles related to apathy allowed authors to systematically analyse the overlapping literature.
Apathy is also more robustly defined than passivity from an opera- | 417 aspects related to passivity in the reviewed literature. In particular, damage to specific regions of the brain was discussed as precursors to apathy onset. Structural and functional neuroimaging modalities may prove to be useful in future identification and objective measurement of apathy among individuals with dementia, as apathy is associated with degeneration in the anterior cingulate, regional hypometabolism (Gatchel et al., 2017; Marshall et al., 2007) and regional hypoperfusion (Kang et al., 2012) . Ongoing research continues to explore alternative avenues for more objective quantification and measurement of apathy including concurrent measurement of apathy and environmental stimulation using an observational rating scale (Jao, Algase, Specht, & Williams, 2016 ) and the incorporation of biomarker-based identification of individuals most at risk for apathy as an avenue for targeted intervention (Skogseth et al., 2008) . The present analysis suggests that apathy is a multifaceted concept that incorporates motivation, initiation and reward mechanisms. It is unclear whether biomarker-based risk identification or objective measurement would adequately reflect each of these elements of the concept of apathy.
Despite significant overlap between the concepts of apathy and passivity, passivity is likely a distinct concept from apathy that would benefit from further delineation in both its conceptualisation and in its operationalisation through refined measurement. The potential concept clarification for passivity and for comparative analyses between the two concepts was limited by the discrepancy in number of available publications focused on each concept. Based on the published literature included in this analysis, passivity is defined with a range of varying constructs. Passivity appears to be best distinguished by a decrease in psychomotor activity and a decrease in interaction with the environment or with people. This is in contrast to the concept of apathy, which is distinguished by the unique constructs of decreased motivation, decreased interest or concern, and decreased initiative. To that end, passivity appears to be partially dependent on apathy for its conceptual construction.
Limitations to this review include potential omission of relevant evidence due to restriction to published English-language-only articles and potential interpretation bias in classifying operational and conceptual attributes despite the use of duplicate independent review of articles. As with all reviews, the present concept analysis is limited by the quality of primary evidence, particularly with regard to findings related to antecedents and consequences of the apathy and passivity concepts. The majority of primary studies lacked sufficient longitudinal design to establish temporal relationships.
| CONCLUSION & RELEVANCE TO CLINICAL PRACTICE
This simultaneous concept analysis establishes key distinguishing features for the symptoms of apathy and passivity, necessary for improving consistency in identification criteria and measurement. Findings can inform the development of more rigorous criteria for measurement of apathy and similar NPS in dementia. Results further suggest that nurses seeking interventions in response to apathetic or passive behaviours exhibited by individuals with dementia should seek to select interventions based on the range of motivational or interactive deficits observed. Patients who have difficulty initiating a task or who do not appear to respond to common reward mechanisms are likely to suffer from apathy, which may merit both pharmacologic and nonpharmacologic interventions (Lanctôt et al., 2017) . Conversely, patients that primarily appear withdrawn from others and the environment are likely exhibiting passivity, which research suggests is effectively reduced through individualised activity therapy (Kolanowski & Buettner, 2008 ).
More precise conceptualisation and measurement across studies are needed to ultimately support the development of a stronger evidence base for targeted therapies to combat both apathy and passivity.
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